On admission to hospital her visual acuity was 6/9 in the right eye and perception of light in the left eye. There was a subtotal left hyphaema of approximately 80%. The corneal epithelium was oedematous and the intraocular pressure raised (75 mm Hg). The platelet count was 49x 109/l.
The medical management of uncomplicated hyphaema has been a subject of a number of studies. Edwards and Layden in 1973 reported no difference between monocular and binocular patching." Bed rest and sedation confers no statistically significant benefits on reabsorption of hyphaema or secondary bleeding rates."' The reported incidence of the secondary bleeding rate varies widely (6-38%), with an overall approximate rate of 25%.'' The incidence is directly related to size of hyphaema, indirectly related to the patient's age, and is associated with concurrent aspirin ingestion. The antifibrinolytic drugs aminocaproic acid and tranexamic acid have been recently advocated to reduce the incidence of secondary haemorrhage." '6 They act principally through competitive inhibition of plasminogen activator, preventing conversion of plasminogen to plasmin, maintaining the integrity of the fibrin clot, and reducing the opportunity of the damaged vessels to bleed again. Systemic steroids' and oestrogens '6 have been largely discarded in the routine management of hyphaema.
There was a modest transient rise in the platelet count in response to the initial platelet transfusions. However, with the continued anterior chamber haemorrhage and the prospect of surgery it became apparent that intravenous immunoglobulins were indicated to secure and maintain adequate haemostasis. The sustained rise in platelet count was almost certainly directly attributable to the intravenous immunoglobulins. Transfused platelets in the setting of immune thrombocytopenia have a very short lifespan,"' and steroids often take up to two weeks to induce a rise in platelet count. I" There is also evidence of a cumulative effect of combining steroids and immunoglobulins in producing a higher and more sustained rise in the platelet count." The ability of commercial high-dose preparations of immunoglobulins to produce a dramatic correction of thrombocytopenia enables otherwise hazardous emergency surgical procedures to be carried out safely. ' 33 For small hyphaemas conservative medical management provides the best overall results, but for larger hyphaemas the indications for surgical intervention are: (1) sustained elevation of the intraocular pressure unresponsive to treatment; (2) microscopic corneal blood staining; and (3) evidence of organisation of the clot, with the potential for the formation of peripheral anterior synechiae. '4' Surgical evacuation of hyphaema may present difficulties. It has been suggested that the optimum time for evacuation is four days, which allows for optimal clot retraction while avoiding the problems of clot organisation and integration with adjacent structures.' Many different surgical procedures with varying degrees of success have been described, including, irrigation with fibrinolytic agents, cryoextraction, viscoelastic extrusion, ultrasonic emulsification, and the use of vitrectomy instrumentation.3' The use of the Simcoe irrigation-aspiration cannula introduced through a small corneal incision proved to be very satisfactory. The risk of prolapse of intraocular contents was reduced by the small incision. The variable infusion pressure ensured the maintenance of the anterior chamber depth to protect the corneal endothelium. In addition there was the opportunity to tamponade any subsequent haemorrhage by alteration of the infusion flow rate. 
